Background: Implementing quality improvement in hospitals requires a multifaceted commitment from leaders, including financial, material, and personnel resources. However, little is known about the interactional resources needed for project implementation. The aim of this analysis was to identify the types of interactional support hospital teams sought in a surgical quality improvement project. Methods: Hospital site visits were conducted using a combination of observations, interviews, and focus groups to explore the implementation of a surgical quality improvement project. Twenty-six site visits were conducted between October 2012 and August 2014 at a total of 16 hospitals that agreed to participate. All interviews were recorded, transcribed, and coded for themes using inductive analysis. Results: We interviewed 321 respondents and conducted an additional 28 focus groups. Respondents reported needing the following types of interactional support during implementation of quality improvement interventions: (1) a critical outside perspective on their implementation progress; (2) opportunities to learn from peers, especially around clinical innovations; and (3) external validation to help establish visibility for and commitment to the project. Conclusions: Quality improvement in hospitals is both a clinical endeavor and a social endeavor. Our findings show that teams often desire interactional resources as they implement quality improvement initiatives. In-person site visits can provide these resources while also activating emotional energy for teams, which builds momentum and sustainability for quality improvement work. Implications: Policymakers and quality improvement leaders will benefit from developing strategies to maximize interactional learning and feedback for quality improvement teams. Further research should investigate the most effective methods for meeting these needs.
www.qmhcjournal.com leadership [11] [12] [13] and the role of organizational culture 14, 15 in successful QI and patient safety initiatives. However, both leadership and organizational culture typically resist precise operational definitions.
RATIONALE
While there is growing recognition that composition of QI teams and their leadership matter for implementation, less is known about the continued interactional needs that QI teams, once established, need to maintain energy and sustain their QI work. By interactional needs, we refer to support and information that teams desire, which can only be acquired through interactions with others. To investigate this question, we studied hospital teams participating in a national surgical QI program as they were implementing it in their organizations. Through 2 rounds of site visits, which included observations, semistructured interviews, and focus groups, we aimed to identify the types of interactional support hospital teams sought to optimize their QI implementation.
METHODS

Study context
This study reports on findings from a qualitative evaluation of a large national intervention, the Safety Program for Surgery (the Program), conducted in 195 hospitals in 37 states from 2011 to 2015, with funding from the Agency for Healthcare Research and Quality (AHRQ). 16 Specific aims of the Program were to (1) reduce SSIs and other complications of surgery and (2) improve the culture of safety in surgery using the Comprehensive Unit-based Safety Program (CUSP) model. 17, 18 Hospital teams participating in the Program most often focused on the colorectal surgical service line because the SSI rate on this service tends to be high. The CUSP model originated in the intensive care unit setting at the Johns Hopkins Hospital and showed success in reducing catheter-associated and central line-associated bloodstream infections. [19] [20] [21] In the Program, CUSP components, such as training in the science of safety, learning from defects, and developing an interdisciplinary team with support of executive leaders, were applied to the perioperative setting.
At the time of site visits (2012-2014), the only existing agreed-upon bundle for reducing infections in surgery was The Joint Commission's Surgical Care Improvement Project (SCIP), which measured hospital adherence to perioperative processes such as antibiotic use and normothermia management. However, by the time hospital teams joined the Program of the AHRQ, evidence was accumulating that strong performance on SCIP measures did not necessarily correspond to improvement in surgical outcomes. Thus, the SCIP measures were officially "retired" in December 2015. [22] [23] [24] [25] In the absence of a best practice bundle, the CUSP model was building on frontline knowledge and awareness of potential causes of surgical infections and complications. Hospitals in this study explored a variety of interventions that targeted what they believed were the most frequent contributors to infections, as informed by material presented by the National Project Team, individual team members, team meetings, and literature reviews of published research on the topic.
Study design
The qualitative study was submitted to the institutional review board and was found exempt from review under the human subject research in QI rubric. We received institutional approval from all participating organizations, and respondents gave informed verbal consent to take part in the study. To protect confidentiality of participants, we have removed identifiers.
Hospital sample
We contacted state leads (usually employees of the state hospital associations) in 8 states, who contacted their hospital teams to gain permission for the qualitative evaluation site visits. Three states declined or were unable to participate. The qualitative research team conducted 26 site visits at hospitals in the remaining 5 states over 2 years (2012-2014). We visited 16 different hospitals, which varied on a number of characteristics, including region, rurality, size, teaching hospital status, and previous experience with QI initiatives (Table 1) . We visited 10 hospitals twice, approximately a year apart. This research design allowed us to assess organizational dynamics over time. We added 4 hospitals in the second year, and 2 hospitals from the first year declined a second visit. Site visits lasted between 1 and 5 days. Before each visit, we asked team leaders (often physician champions and QI leads) to create an agenda for us that typically included observations in the operating room in the morning, interviews during the afternoon, and 1 or 2 focus groups with the team.
Data collection
During hospital site visits, we conducted 780 hours of observation, interviewed 321 people, and conducted 28 focus groups with health care workers across a wide range of roles and positions ( Following each visit, summaries of observations and qualitative memos were shared with hospital team leaders and QI champions at each site to be discussed with their teams. This memo exchange served as a participant-checking process to confirm that observational data analysis was consistent with participants' experiences.
26,27
Analysis
To analyze systematically the interactional needs that hospital teams shared with us during site visits, we used an iterative coding and analysis approach. Interviews were audio-recorded, professionally transcribed verbatim, coded using Dedoose software, and analyzed for themes. 28 We followed an inductive analysis methodology, allowing key themes to emerge from the data. 29 First, our team open-coded a subset of interviews until no new categories were found. The resulting codebook consisted of 26 categories. A team of researchers and undergraduate research assistants used the codebook to complete coding of the data. This study focuses on the "Ethnography Team," which we defined through a deliberative process and team discussion as "instances when respondents directed questions to the qualitative researchers during the site visits, requested feedback or advice, as well as explicit references to the impact of our presence." Two authors (J.V.B. and K.G.) conducted a second round of coding to identify subthemes within the code, wrote a series of iterative memos, 30 and shared evolving qualitative memos to ensure validity of themes. 31 C.B. provided critical feedback on the manuscript drafts. Our team discussed themes to be included in the final analysis; choice of quotes from participants; structure of the findings; and implications for policy and practice.
RESULTS
Our analysis revealed 3 types of interactional resources needed by participating hospital teams:
1. Teams took advantage of our visit to gain a fresh perspective on their progress in the Program; 2. Teams desired organizational insight into innovative practices from other sites; and 3. Teams needed additional visibility and continued momentum for QI work at their institution.
Desired insight into implementation progress
Hospital teams wanted us to reflect on their progress relative to the Program timeline and goals. For example, one executive leader asked, "Is there anything that you think that I could do to help move us along better?" A QI leader was clear that "any information you can give us that will help us make this work . . . I want this to work." These questions were common during our visits and show commitment on the part of teams we visited to do the best they could to succeed in improving safety and quality in surgery at their organizations. Teams repeatedly expressed a desire for feedback about their organizational progress and status in both formal and informal ways (Table 3) .
Respondents also desired our outside perspective about their organization generally. A state lead explained that her team volunteered to participate in the qualitative site visits because "having the third set of eyes is really helpful for a lot of hospitals and it gives them the support." Some teams wanted feedback about their patient safety environment more generally. For example, a resident in one hospital asked us at the end of the interview:
Have you all noticed anything that we do or don't do here that you feel is a gaping hole in patient safety that, "oh, I can't believe they don't do this here" or something that you're surprised that we don't do? 'Cause I feel like we do a pretty good job, but . . . .
While asking for an outside perspective could make teams vulnerable to critique, respondents believed this feedback would ultimately help them learn and improve. One physician explained that an outside opinion was valuable for him because it would highlight what he may fail to notice.
it's the . . . [things] that you do on a daily basis and you keep doing it and it's always been done this way and so you sometimes have blinders on and you don't see that, hey, you know, this probably shouldn't happen . . . . So sometimes it's good to sit back and have somebody look from the outside and give opinions . . . . They see things that you normally don't pay attention to. And then will there be-I know, like you said, you won't give recommendations maybe specifically, but will there be any results that will be shared? [Nurse] Well, so, the outcome will be like a summary of what your reflections are? [QI, personnel] Abbreviation: IP, infection preventionist; QI, quality improvement.
Desire for learning from peers
Our respondents frequently inquired about clinical innovations we had seen at other sites, which they thought could be implemented at their institutions. Most of the questions focused on new directions for improving perioperative outcomes: implementing new protocols in perioperative care, conducting independent small-scale studies, and learning about patient education and infection prevention (Table 4) . Respondents were aware of the value of knowledge transfer that can happen through horizontal learning from their peers. Many hospitals were eager to hear insights from other hospitals so that experiences of other teams could be used to improve their workflows and practices.
I just would love to hear what other hospitals do. That's all I would like . . . I don't want their secrets per se, but . . . for people that are doing a separate tray for closing . . . I want to know how they're working it. What they're finding that works. Again, I mean, I just, you try to Google data . . . and it's just not as available as you would think. [Nurse] This nurse further explained she wanted to "take [all] our knowledge and create one wheel" in order to improve the results incrementally in every participating hospital (eg, reduce incidence of surgical infections). For some respondents, this secondhand learning through nonclinical researchers was insufficient to satisfy their curiosity. For example, a few respondents expressed a desire to conduct site visits and shadow peer clinicians at other institutions themselves.
In addition to learning about clinical innovations, respondents were interested in the inevitable comparative knowledge that resulted from horizontal sharing. I think we're one of the better ones. I think we try to stay on top of things, new products, new innovations, new knowledge. We plan ahead so that we can integrate newer things. Versus, "I'm not doing it that way. I've been doing it this way." . . . I think we're, like I said, we're ahead of the game.
Being compared and judged against and by peers also meant that hospitals did not always feel comfortable sharing their information. As one QI leader told us, "I think there might be some hesitation with some of the hospitals locally to be sharing too much that would go . . . [to] the state, or people that they don't know."
Teams at smaller rural hospitals expressed concern about being unfavorably compared with large academic medical centers with more resources. An executive leader asked, "Are you doing many hospitals this size? . . . Are you doing many critical access hospitals?" In another interview, a nurse was similarly curious: "Are there other small hospitals involved?" An anesthesia provider at a community hospital expressed some skepticism about the possibility to transfer learning from "a big, brilliant, beautiful [institution]" to a small rural hospital with fewer resources. Aware of the differences, participants in community hospitals explained they had to adapt the QI implementation to meet their local needs and corresponding constraints. One executive leader at a small rural hospital, for example, explained: "We have to be able to filter what can apply here. We have very small numbers. We have rural financing."
In sum, we observed our respondents seeking both collaboration and competition with peers. Many respondents were curious about their peers' process innovations and performance. They were eager to learn from other teams in order to solve the intractable problem of surgical infections. Yet, they were also worried about being unfairly compared with larger or better resourced institutions, or if they were such a place, seeking confirmation that they were indeed ahead of their peers.
Need for visibility and momentum
Quality improvement leaders, or "champions" as they were frequently referred, reported that our face-to-face presence improved the visibility of the Program at their hospitals. From their perspective, this improved visibility helped demonstrate an institutional commitment to QI that served to bolster teams and provided momentum and renewed purpose. Typically, near the end of our visit, respondents across roles often mentioned the benefits of our in-person site visit (Table 5) .
Our respondents found qualitative site visits particularly helpful at hospitals where previous interventions had fizzled out, blunting enthusiasm for new QI efforts. One surgeon explained that he had trouble motivating others to "jump on board" with the Program. He continued, "In fact I was glad you folks came because [the project] was kind of sputtering." In another institution, a QI leader reported that our visit showed the hospital administration's dedication to support the Program: "A lot of the times you'll hear from the staff, you know, well they say they're go[ing to] do something, but then it never gets done." Instead, this manager wanted to demonstrate to her colleagues that there was institutional commitment to positive culture change that would persist even in the face of normal staff turnover.
Cause if a manager leaves or a director leaves or, you know, even a staff member who was committed to something leaves, it just seems like what they were doing just disappears and I think having this continued presence is really good. [QI leader]
Our visit helped provide what this respondent described as a "continued presence" for this and other patient safety interventions. According to our respondents, our visit rendered the involvement in a large national program real, bringing faces to disembodied voices on conference calls. One of the team leaders at a small hospital, for example, summarized the benefits of their participation in the Program as follows: "I feel like . . . sometimes projects like this are a way to level playing ground and to play with the big boys." Respondents also described how face-to-face visits met the need to feel connected to a larger project and affirmed they were focusing on the right things as they joined Site visits also had an impact on how teams viewed their hospital's participation in the project. As one respondent shared with us during a focus group, "[your visit] helps us to feel like we're part of something too, and not just a research number."
Finally, our participants commented on their experience of participating in a qualitative study. Some felt they were finally heard. For example, one respondent told us at the end of the interview, "Thanks, thanks. That was like a therapy session. I feel lighter" [ancillary staff]. A nurse vented frustrations to us and then said, "I kind of threw up on you. Sorry about that. I have a lot of pent up in there." Others were concerned whether they had overshared and would double-and triple-check that their interviews would remain confidential: "Maybe I shouldn't say anything . . . my daughter is in college, so I need my job" [nurse] .
DISCUSSION
We found that hospital teams sought feedback on their QI implementation efforts. QI teams wanted to learn from others, assess their comparative progress, and desired external affirmation of their efforts. Sites reported that research visits had interactional benefits, as they stimulated more face-to-face group meetings, reflection on collective QI efforts, and made teams' continuing QI work more visible to each other and the wider organization. Our research highlights that interactional needs of hospital teams might go unmet if only internal meetings occur within the organization. Our data show that hospital teams need outside perspectives, opportunities to collaborate and compare, and external interactions that build momentum and provide validation of QI efforts. These interactional resources and opportunities need to be built into program design.
Collectively, our data suggest that QI is a social endeavor; it requires connections across organizations, settings, and professionals representing different groups. Previous research has recognized the important role of social and cultural factors when implementing QI interventions. 32 For example, the success of the CRBSI intervention in Michigan was difficult to replicate in a new context because the key success factors included not only a technical checklist but also the ways that cross-occupational interactions were changed and routinized. 33, 34 One way to consider the power of interactional resources is to consider their ability to generate emotional energy for teams. Emotional energy is a concept in sociological theory that explains group action. 35 Collins describes emotional energy as "a feeling of confidence, courage to take action, boldness in taking initiative. It . . . makes the individual feel not only good, but exalted, with the sense of doing what is most important and valuable." 35(p.39) Interactional resourcesthrough outsiders' perspectives, peer comparison, and affirmation via site visits-all have the power to affirm, motivate, and sustain individuals and teams in the difficult work of QI. Interactional resources can provide teams with affirmation that their work is seen and valuable.
Our findings could be influenced by a self-selection bias. We cannot be sure the hospitals entering the Program were like those that did not and the hospitals that agreed to site visits are similar to those that did not. Hospital teams that agreed to a visit may have been more open to an outside perspective than other hospitals, whether from a sense of optimism or a desire to improve. Respondents may have also selectively chosen what to say and do in front of visitors, potentially biasing our data. For example, although we observed the surgical time-out in all site visits, we cannot know whether it happens in exactly the same way when no observers are present. Because we often depended on our hosts at each site to identify interviewees, we also cannot be sure we always interviewed people with the most diverse opinions about the Program. However, we met and interviewed skeptical and unhappy people in every organization we visited, although in most places they were a minority.
Our study also highlights the importance of hospital diversity in large QI projects. While larger academic medical centers are quite accustomed to participating in collaborative efforts aimed at QI and research projects, small and rural hospitals are often entering these initiatives for the first time. These organizational differences are likely to translate into different comfort thresholds about sharing information and asking for help. We found that rural hospital teams wanted to be understood and evaluated in their context and that special attention should be paid to hospital teams, which face different challenges and have different strengths due to size and geography. 36 While many states have existing surgical collaboratives, facilitating connections across different geographical regions among similar organizations may prove especially beneficial. 37 Our findings suggest that to facilitate QI implementation, project champions, hospital administrators, and funders will benefit from providing interactional peer and mentor support to their teams and in encouraging free exchange of information across sites to facilitate "Continuously Learning Health Care." 38 In addition, developing ways to help hospitals commit and recommit to QI is needed. In our study, face-to-face visits acted as a natural pausing, reflecting, and reinvigorating activity, but we are certain this is not the only way. Future research should consider other routes to bring QI activities to the top of the attention queue. Even with optimal structures in place, teams need sustained energy to make QI projects successful. Understanding the optimal amount of interactional support and alternative avenues for providing it will help inform future QI initiatives. Against the backdrop of widespread change fatigue in organizations, [39] [40] [41] [42] [43] [44] sustainability remains elusive. Our findings indicate that interactional resources that generate emotional energy are an overlooked but potentially powerful tool in reinvigorating project interest and maintaining momentum for change in health care organizations.
